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Abstract
Background: The present study aimed to assess parental perceptions of weight-based victimization (WBV) and its consequences

for children’s health as well as how perceptions of WBV vary by parental and child weight status.
Methods: A national sample of American parents with children ages 2–18 years (N = 918) completed an online questionnaire to

assess their perceptions of how common WBV is, compared to other forms of victimization among youth, their level of concern with
this issue both generally and for their own child, and their perceptions of behavioral and psychological consequences of WBV.
Descriptive statistics and censored regression models with standardized coefficients were used to analyze the data.

Results: Fifty-three percent of parents perceived ‘‘being overweight’’ to be the most common reason that youth are bullied,
regardless of parental or child weight status. Parents, both with and without overweight children, endorsed similar levels of general
concern about WBV and its psychological and behavioral consequences for youth. However, parents with overweight children were
substantially more concerned about WBV affecting their child(ren) and perceived it to be more common, serious, and posed risks to
their child(ren)’s health, compared to parents without overweight children.

Conclusions: The present study, to the best of the authors’ knowledge, is the first to indicate that parents have substantial concerns
about WBV and its health consequences for youth. These findings highlight the need for educators and pediatric healthcare providers
to be aware that WBV is a common concern among families, and suggest that increased efforts are needed to address WBV.

Introduction

I
n recent years, bullying among youth has received in-
creased attention as a public health issue. National
antibullying campaigns, state and school policies, and

even the White House have begun concerted efforts to ad-
dress this problem.1,2 During adolescence, nearly half of
youth are vulnerable to repeated bullying,3 and recent evi-
dence indicates that adolescents report that being overweight
is the most common reason their peers are teased and bullied
at school.4 Given that almost one third of youth are either
overweight or obese,5 millions are at risk of weight-based
victimization (WBV) by peers in schools, athletic teams,
extracurricular activities, and other settings involving peers.

WBV is associated with a range of negative outcomes
for youth, such as increased depression, social isolation,
lower self-esteem, poor body image, unhealthy eating be-
haviors, and suicidal ideation,6–8 as well as binge eating
and avoidance of physical activity,9–11 which may exac-
erbate obesity in youth. In addition, WBV is associated
with poorer school performance12 and increases the like-
lihood of youth avoiding school and reporting that their
grades are harmed because of WBV incidents.13

Parents have an important role to play in efforts to ad-
dress WBV. Parental support has been shown to protect
youth from multiple forms of bullying.14 However, most
research to date has focused on the experiences of victims,
perpetrators, and bystanders, and the little research that has
examined adults’ perceptions regarding bullying has fo-
cused on perspectives of teachers, rather than parents.15

The few studies conducted with parents often assess family
factors, such as attachment style or authoritative parenting
approaches,16–18 or assess parents as informants reporting
on their child’s experiences of bullying.19,20

A recent qualitative study attempting to address this gap
in the literature found that many parents are unclear about
the definition of bullying, and that this affects their like-
lihood of recognizing bullying behaviors in youth.15

Nevertheless, several general surveys suggest that parents
rate bullying as one of their main health concerns for their
child, among other risk behaviors such as drug use and
underage drinking.21,22 Parents of overweight and obese
youth in particular rate bullying as their top health concern
for their child.23

To the authors’ knowledge, no research has yet exam-
ined parental perceptions of WBV in youth. Parental
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perceptions of WBV may affect how attentive and aware
they are of their child’s experiences of WBV, which, in
turn, could affect the type and amount of parental support
they give, their perceptions of the consequences of WBV
for emotional and physical health for youth, and the ser-
vices that parents seek to help their children cope with
WBV. To examine this unstudied area, the present study
aimed to assess parental concerns and beliefs about WBV
and its consequences for health among youth who are
targeted as well as how perceptions of WBV vary by pa-
rental and child weight status.

Methods

Participants
The study sample was comprised of adults recruited

through a survey panel administered by Survey Sampling
International (SSI) during April 2012. SSI is a global
provider of sampling solutions for survey research, with
headquarters in Connecticut. Online recruitment was de-
rived from > 3400 sources by use of targeted approaches
(e.g., banner ads, key words, search links, e-mail, and
online invitations) to achieve demographic and psycho-
graphic diversity within the online population. SSI data
aggregators reach millions of users, carefully screen pan-
elists, and employ validation processes that compare
respondent demographic characteristics to multiple data-
bases. SSI provides a variety of incentives (including re-
search feedback, charitable donations, and monetary and
points rewards) for participation, which is completely
voluntary.24,25 For recruitment in the present study, pan-
elists who identified themselves as parents, and who chose
to participate, were directed to the online survey. All
participants provided informed consent, and the study was
approved by the Yale University Institutional Review
Board (New Haven, CT).

Of 1168 participants who entered the survey, exclusions
were made for participants who declined to participate
(n = 43), and for participants who did not have a child
between the ages of 2–18 years living at home (n = 88),
yielding a sample of 1037 participants. In addition, ob-
servations with item-nonresponse missing data were ex-
cluded list-wise, yielding a final sample of 918 parents.
Table 1 summarizes characteristics of the study partici-
pants. Parents’ BMI was stratified by using clinical
guidelines for the classification of overweight and obesity
in adults by the National Heart, Lung, and Blood Institute
of the National Institutes of Health.26 This stratification
revealed that 2.4% of the parents were underweight, 33%
were healthy weight (BMI, 18.5–24.9), 33% were over-
weight (BMI, 25.0–25.9), and 32% were obese (BMI,
> 30). This distribution of body weight is representative of
the general population.27 The racial distribution of the
sample closely resembled that of US Census data, and the
household income distribution approximated national
percentages.28,29 Parental reports of their child(ren)’s
weight showed that 8.5% were underweight, 49% were

Table 1. Sample Characteristics
Characteristics N %

Gender

Male 447 48.69

Female 471 51.31

Highest educational degree

High school 324 35.29

Some college 267 29.08

College + 327 35.62

Annual household income

Under $25,000 229 24.95

$25,000–$49,999 221 24.07

$50,000–$74,999 198 21.57

$75,000–$99,999 132 14.38

$100,000 + 138 15.03

Race/ethnicity

White 652 71.02

Black 116 12.64

Hispanic 91 9.91

Other 59 6.43

Political orientation

Conservative 285 31.05

Moderate 446 48.58

Liberal 187 20.37

Participant weight status

Underweight 22 2.4

Healthy weight 300 32.68

Overweight 302 32.9

Obese 294 32.03

Participant has at least one child that is overweight or obese

No 447 48.69

Yes 471 51.31

Participant children’s weight status

Underweight 127 8.49

Healthy weight 739 49.4

Overweight 264 17.65

Obese 366 24.47

N M SD

BMI
(participants)

918 28.30 7.04

Age (years,
participants)

918 41.18 11.37

M, mean; SD, standard deviation.
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healthy weight, 18% were overweight, and 24% were ob-
ese. Compared with recent US estimates, this sample
contained a slightly higher percentage of youth who are
overweight and obese.5

Measures

Demographic and weight information. Participants re-
ported their age, gender, ethnicity, highest level of education,
annual household income, political affiliation, height, and
weight. Parents were also asked the number of children they
have, each child’s age (year and month they were born),
gender, and current height and weight. BMI percentiles for
youth were calculated with respect to age and gender based
on the CDC growth curves,30 then classified according to
weight categories (e.g., healthy weight, overweight, or ob-
ese).31 Parents’ perceptions of their child(ren)’s weight status
were assessed by asking, ‘‘Are any of your children over-
weight (heavier than most children their age)?’’

Parental perceptions of weight-based victimization. Be-
fore asking participants questions about WBV in youth,
they were provided with a comprehensive definition of
bullying, which stated: ‘‘Bullying is when a person or
group of people intentionally and repeatedly hurt another
individual during face-to-face interactions or through
technology (i.e., a computer or cell phone). This may in-
clude being mean, spreading rumors, teasing, harassing,
name-calling, insulting, ignoring, excluding, embarras-
sing, threatening, making fun of someone, or even being
physically aggressive.’’4,13 They were then instructed to
answer the survey questions with this definition in mind.

To assess parental perceptions of how common WBV is
compared to other forms of victimization among youth,
parents were first asked, ‘‘In your opinion, why are chil-
dren most often called names, teased, or bullied?’’ Parti-
cipants had to choose one of eight response options,
which are presented in Figure 1. Subsequently, partici-
pants were asked eight questions about their perceptions
of how common and serious WBV is, how concerned they
are about it, and the extent to which they perceive WBV
to be harmful to children’s health. These questions were
asked both for perceptions of WBV among youth in
general and in regard to participants’ own children (e.g.
‘‘How common do you think the problem of weight-re-
lated bullying and teasing is in general?’’ and ‘‘How
common do you think the problem of weight-related
bullying and teasing is at your child’s school?’’). Re-
sponses were measured on 5-point Likert scales [coded
from 1 (for ‘‘very uncommon’’) to 5 (for ‘‘very com-
mon’’)]. Based on principal component factor analysis
with orthogonal varimax rotation, two mean scales were
constructed from the eight items: one scale for general
concern about WBV [4 items; mean (M), 4.28; standard
deviation (SD), 0.75; Cronbach’s a = 0.85] and the other
for personal concern about WBV for their own child (4
items; M, 3.25; SD, 1.09; Cronbach’s a = 0.84).

Parental concerns about consequences of weight-based
victimization. Participants were asked 12 questions to as-
sess their level of concern with potential behavioral and
psychological consequences of WBV. Specifically, parents
were asked how concerned they are that WBV will lead to
behavioral consequences in youth, including avoidance
of group-based physical activities and social activities,
skipping class or school, increasing food consumption,
engaging in unhealthy eating behaviors, and exercise
avoidance, as well as psychological consequences, in-
cluding depression, poor body esteem, low self-esteem,
obsession about weight, and suicidal thoughts. These items
were selected because they are well-documented correlates
of weight-related bullying (see Introduction). Five-point
Likert scales were used for all items [coded 1 for (‘‘not at

Figure 1. Parents’ perceptions of the most common reason that
youth are teased or bullied. Original questionnaire item was: ‘‘In
your opinion, why are children most often called names, teased, or
bullied?’’, with response options as shown in the graph; bars in the
graphs appear in descending order; OW/OB is overweight or ob-
ese, based on parents’ self-report about height and weight of their
children and subsequent classification based on BMI-for-age z-
scores; weight status of children based on the CDC classification;
using parent’s perceived weight status of their children revealed
that 65% of parents who perceived their child(ren) as either
overweight or obese reported ‘‘being overweight’’ as the most
important reason for bullying; N = 918.
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all concerned’’) to 5 (for ‘‘extremely concerned’’)]. Based
on principal component factor analysis with orthogonal
varimax rotation, two mean scales were constructed, in-
cluding concern about behavioral consequences of WBV
(6 items; M, 3.91; SD, 0.99; Cronbach’s a = 0.94) and
psychological consequences (6 items; M, 4.12; SD, 1;
Cronbach’s a = 0.96).

History of weight-based victimization. Finally, partici-
pants were asked four forced-choice questions to assess
whether they or their child had ever been bullied because
of their weight. This measure has been used in previous
studies of weight bias.25

Statistical Analysis
All four scales that are used as outcome variables are

characterized with a mean that is close to a scale’s maxi-
mum value. The reason for this is that a number of re-
spondents selected the highest response category from the
Likert scales. As a result, the data for these scales are

negatively skewed, illustrating a clumping at their highest
values. Therefore, a regression model was used for cen-
sored data (the Tobit model). Data are regarded as cen-
sored from above at maximum values of the outcome
variables. Estimated coefficients from a Tobit model are
interpreted similarly to linear regression estimates. Esti-
mated coefficients were standardized by dividing raw co-
efficients by the (unconditional) standard deviation
estimate of the latent outcome variable and thus can be
interpreted in terms of standard deviation units.

Results

Descriptive Findings
Figure 1 shows percentages pertaining to parents’ per-

ceptions of the reason why youth are most often bullied.
These percentages are reported both for parents with and
without children who are overweight or obese. In both
groups of parents, ‘‘being overweight’’ was perceived to be
the most common reason that youth are bullied. Over 50%

Figure 2. Parents’ perceptions of weight-based victimization among youth in general and with regard to own children. Dots represent
percentages of item endorsement, with endorsement being defined as the top two categories (4 and 5) of 5-point Likert scales. ‘‘Parents with
OW/OB children’’ refers to youth who were overweight or obese using BMI percentiles according to CDC classifications. ‘‘Perceived
overweight’’ is based on the perceived weight status of participant’s children, questionnaire wording was: ‘‘Are any of your children
overweight (heavier than most children their age)?’’, with response options ‘‘Yes’’ (20%) and ‘‘No’’ (80%); percentages in the graph only
refer to parents who answered the question with ‘‘yes’’; parents who answered ‘‘no’’ had similar endorsement percentages as parents
without overweight or obese children, based on the CDC classification; N = 918.
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of parents perceived ‘‘being overweight’’ to be the most
common reason for youth bullying. Other reasons for
bullying (e.g., physical disability, sexual orientation, and
so on) were rated as most common by 13% or less of
parents. Participants could also select an ‘‘other’’ category
and provide open responses, which were subsequently
coded into nine categories and included the following: all
reasons listed (3.05%); ‘‘child is different’’ (2.07%); per-
sonality of victim (1.63%); physical appearance (1.42%);
social reasons (0.98%); ‘‘kids are mean’’ (0.87%); per-
sonality of perpetrators (0.65%); unknown reasons
(0.65%); and other reasons (0.76%). Responses did not
differ substantially across parents with and without over-
weight or obese children.

Figure 2 shows the percentage of item endorsement for
parents’ general perceptions about WBV among youth
(first four items in the graph) and with respect to their own
child(ren) (last four items). Endorsement was defined as
selection of the top two response categories of the 5-point
Likert scales (a ‘‘4’’ or ‘‘5’’ on the scale). As Figure 2
indicates, both parents with and without overweight youth
endorsed similar levels of general concern about WBV as a

problem among youth. However, with regard to their own
children, parents with overweight children were substan-
tially more concerned about WBV and perceived it to be
more common, serious, and posing risks to their chil-
d(ren)’s health, compared to parents without overweight
children. These differences were even more pronounced
when analyses were conducted using parents’ perceptions
of children’s weight status, rather than CDC classifications
of BMI (see Fig. 2). Of note, of the 468 parents (51% of
total sample) who had at least one overweight or obese
child based on the CDC classification, 156 (33%) correctly
perceived their child(ren) to be overweight, whereas 28
(6% of parents) without overweight or obese child(ren)
based on the CDC classification regarded their child(ren)
as overweight or obese.

Table 2 shows response percentages for the original
Likert scales assessing parents’ degree of concern about
psychological and behavioral consequences of WBV in
youth. Table 2(A) presents the degree of parental concern
about potential psychological consequences of WBV.
Parents with overweight children reported being ‘‘quite’’
or ‘‘extremely’’ concerned that WBV in youth would lead

Table 2. Percentage of Parents Who Express Concern about Psychological and Behavioral
Consequences of Weight-Based Victimization

Parents of overweight/obese children
Degree of concern (%)

Parents with no overweight/obese children
Degree of concern (%)

None Little Somewhat Quite Extreme None Little Somewhat Quite Extreme

A. Potential psychological consequences of WBV

Depression 4 5 14 25 53 3 4 14 24 54

Poor body esteem 3 4 13 30 50 3 5 13 27 51

Low self-esteem 2 4 13 27 54 3 4 12 26 55

Obsession with weight 3 7 18 24 48 3 6 16 28 47

Suicidal thoughts 6 7 15 20 51 4 6 13 23 54

Impaired academic
achievement

5 10 17 26 42 5 10 18 27 41

B. Potential behavioral consequences of WBV

Avoidance of physical
activities

5 6 20 33 36 3 8 19 33 36

Avoidance of social
activities

4 7 20 31 38 3 7 21 32 38

Skip class or school 9 8 19 24 40 6 10 24 24 37

Eat more food 4 7 19 27 44 3 5 20 30 42

Unhealthy weight loss
behaviors

5 7 19 23 45 2 6 17 27 47

Avoidance of exercise 5 10 21 27 36 4 9 24 29 33

Questionnaire wording asked participants how concerned they were that weight-related bullying would lead children to experience various

psychological consequences (A) and behavioral consequences (B). Response options were rated on a 5-point Likert scale from 1 (not at all

concerned) to 5 (extremely concerned); weight status of children was based on the CDC classification; using parent’s perceived weight status

of their children yielded similar results; N = 918.

WBV, weight-based victimization.

CHILDHOOD OBESITY December 2013 5



to low self-esteem and poor body esteem (80%), depres-
sion (78%), suicidality (71%), and impaired academic
achievement (68%). Percentages were very similar for
parents without overweight or obese children, suggesting
that there is considerable concern among parents that
WBV poses adverse outcomes for psychological func-
tioning, regardless of their child’s weight status. Table
2(B) shows the degree of parental concern with respect to
potential behavioral consequences of WBV. Again, re-
sponse patterns were fairly similar for parents with and
without overweight or obese children, with the majority of
parents in each group indicating that they were ‘‘quite’’ or
‘‘extremely’’ concerned about potential behavioral conse-
quences of WBV for their children, with percentages
ranging from 64% (e.g., skipping class or school) to ap-
proximately 70% (e.g., avoiding physical and social ac-
tivities or eating more food).

Model Results
Table 3 summarizes results from four separate Tobit

regression models. All coefficients are standardized and
indicate differences in the outcome variables in terms of
standard deviation units. Participants with overweight or
obese children expressed more concern about bullying
with regard to their own children (Table 3, column 2, small
effect of *20% of a standard deviation), compared to
participants with no overweight children. However, whe-
ther or not parents had an overweight child made no dif-
ference in the degree of their general concern about WBV
and its potential to lead to behavioral or psychological
consequences for youth. Using parents’ perceptions of
children’s weight status revealed comparable results, ex-
cept that the effect on concerns about bullying with regard
to their own children was twice as large (0.40; p < 0.001),
and the negative effect on the potential of WBV to lead to
psychological consequences was larger and statistically
significant (–0.23; p = 0.015).

Several additional findings emerged. Parents whose
children had reported that they were bullied about their
weight scored higher on all four scales (with moderate to
strong effects; Table 3). This was also the case for parents
who reported that they themselves had experienced WBV.
In addition, mothers were more concerned than fathers
with respect to general concern about WBV and its po-
tential psychological and behavioral consequences for
youth. There were no gender differences with regard to
degree of concern about WBV for their own child(ren), and
no consistent effects were observed for gender of youth or
weight status of parents. Parents with the highest educa-
tional attainment expressed less concern about WBV than
parents with the lowest educational attainment.

Discussion
To the best of the authors’ knowledge, this is the first study

to provide a comprehensive assessment of parental percep-
tions of WBV in youth. Results indicate that parents perceive

being overweight to be the most common reason that youth
are bullied and view it to be substantially more common than
other reasons for bullying, such as race, sexual orientation,
physical disability, religion, and others. These findings were
consistent regardless of parental and child weight status.
These parental perceptions are similar to those expressed by
youth, who also report that WBV is the most common form
of teasing that they observe in the school setting.4

Parents with overweight or obese children expressed
higher levels of concern about WBV affecting their own
children, compared to parents with no overweight children.
Given recent evidence suggesting that the heaviest youth
are most vulnerable to WBV, compared to peers of lower
weights,32,33 it would be expected that parents of these
youth might voice the strongest concerns about WBV.
However, it is noteworthy that parental concerns remained
substantial even among those without overweight children,
suggesting that parents may perceive their children to be
vulnerable to WBV even if they do not have excess weight.
This explanation seems plausible in light of recent research
showing that youth report experiencing WBV at different
weight categories, including those who are underweight
and at a healthy weight,34 and among youth who were
formerly overweight, but, through weight loss, have ob-
tained a healthy weight.35

The finding that parents both with and without over-
weight children expressed substantial, and similar, levels
of concern about WBV among youth and its effect on
psychological and behavioral functioning of youth is im-
portant. These parental perspectives are in line with current
evidence demonstrating the negative influence of WBV on
the emotional, social, and physical well-being of youth
(see review by Puhl and Latner, 2007).36 However,
whereas parents in the present study certainly acknowl-
edged their concerns about the consequences that WBV
may pose for youths’ health, they may not be aware of (or
have access to) services available to help youth cope with
WBV or be equipped with other tools to assist their child in
effectively coping with these experiences. Thus, these
findings further highlight the need for educators and
healthcare providers to be aware that WBV may be a
common concern among families. In schools, there may be
a need for increased vigilance and responsiveness to WBV
from educators, teachers, guidance counselors, social
workers, and administrators to ensure that weight-based
bullying is treated as seriously as other forms of bullying in
the school setting. Schools and educators can also help
parents support their children who may be vulnerable to
WBV, such as efforts to teach youth help-seeking behaviors,
reinforce appropriate social skills, or provide assistance in
obtaining supportive mental health services, if needed.

In the healthcare setting, providers can also address this
issue by looking for signs that youth may be experiencing
WBV, such as associated psychological distress among
those who are overweight or obese. For example, providers
can use empirically validated measures to assess for de-
pression, anxiety, and other psychological symptoms that
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Table 3. Parental Concern about Weight-Based Bullying and Its Consequences
among Youth, Censored Regression Models

Concerned
about WBV in

youth—in general

Concerned about
WBV—their

own child(ren)

Concerned about
psychological
consequences

of WBV

Concerned about
behavioral

consequences
of WBV

Any child overweight or obese?a (ref. no.) — — — —

Yes - 0.078 0.204** - 0.132 - 0.107

Child reported WBV (ref. no.) — — — —

Yes 0.503** 1.073*** 0.528** 0.310*

Don’t know 0.100 0.558** 0.044 0.002

Respondent experienced WBV in the past (ref. no.) — — — —

Yes 0.454*** 0.343*** 0.405*** 0.419***

Parents’ weight status (ref. healthy weight) — — — —

Parents’ weight status: underweight 0.566 - 0.227 0.840* 0.729**

Parents’ weight status: overweight 0.186 0.139 0.069 0.116

Parents’ weight status: obese - 0.042 0.082 - 0.066 - 0.050

Gender composition of children [ref.: only boy(s)] — — — —

Only girl(s) - 0.044 0.050 - 0.006 - 0.049

Boy(s) and girl(s) 0.203 0.069 0.185 0.235

Number of children - 0.084 - 0.028 - 0.019 - 0.068

Gender (ref. male) — — — —

Female 0.346*** 0.088 0.400*** 0.257**

Race/ethnicity (ref. Caucasian) — — — —

African American 0.042 0.100 0.034 0.049

Hispanic 0.229 0.305** 0.274 0.186

Other - 0.031 0.121 0.004 - 0.013

Highest level of education (ref. high school or less) — — — —

Some college - 0.053 - 0.100 0.124 0.059

College + - 0.356** - 0.203* - 0.148 - 0.145

Household income (ref. under $25,000) — — — —

$25,000–$49,999 - 0.019 0.165 0.126 0.067

$50,000–$74,999 - 0.212 0.054 - 0.012 0.083

$75,000–$99,999 - 0.257 - 0.025 - 0.130 - 0.064

$100,000 + - 0.003 0.063 0.142 0.180

Political orientation (ref. conservative) — — — —

Moderate 0.134 0.133 0.202 0.093

Liberal 0.063 0.186 0.151 0.028

Age (in years) 0.006 0.003 - 0.001 - 0.004

Constant - 0.204 - 0.682*** - 0.248 - 0.046

N 918 918 918 918

N uncensored 634 824 616 727

N right censored 284 94 302 191

Displayed results are estimated using regression models for censored data (Tobit). All outcome variables are regarded as right censored (i.e., censored from above)

at their highest values; all coefficients are standardized with respect to the estimated standard deviation of the latent outcome variable, thus the effects can be

interpreted along the standard deviation metric; ref. indicates reference category; significance levels: *p < 0.05; **p < 0.01; ***p < 0.001.

aBased on BMI-for-age classification (CDC).

WBV, weight-based victimization.
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may be present for overweight or obese youth. By dis-
cussing WBV with parents during patient visits with youth,
providers can encourage parents to help their child use
adaptive coping strategies to deal with WBV. Strategies
such as offering emotional support to children at home,
helping their child practice positive self-talk strategies to
help buffer against low self-esteem, and assisting their
child to implement problem-focused coping strategies
(e.g., developing concrete plans to avoid bullies or enlist
support of teachers at school) are examples of approaches
that parents can implement to help foster their child’s well-
being in the face of bullying.

Finally, in light of the present findings, which demon-
strate substantial parental concern about WBV and its
consequences for youth, it is concerning that weight-based
bullying has remained primarily absent in recent initiatives
to address youth bullying on both the state and national
level. For example, despite widely publicized national
campaigns to address bullying in youth, such as the ‘‘Born
This Way’’ campaign and the ‘‘It Gets Better’’ campaign,
which aim to reduce victimization of lesbian, gay, bisex-
ual, and transgender youth, there has been an absence of
discourse about WBV in antibullying campaigns and the
popular media,37 as well as a lack of research to develop
and test interventions to reduce WBV in youth. This is an
important and needed area for future research and policy
initiatives.

Several limitations should be noted. Recruitment of
participants was limited to those who had access to a
computer with an Internet connection, and it is not known
whether parents in the study had children who had sought
treatment for their weight or WBV. This study also relied
on self-report data for parental perceptions of their child, as
well as body weight and height for parents and children.
However, evidence has demonstrated fairly high concor-
dance between parent and child reports of victimization,38

as well as measured versus self-reported values for height
and weight.39 Although the racial distribution of the sam-
ple resembled that of US Census data, it will be important
for future work to more closely examine parental per-
spectives of WBV among ethnic minorities whose vul-
nerability and experiences may be different. Similarly,
future studies should investigate urban versus rural set-
tings, as well as specific regions of the country, to identify
whether there are differences in parental perceptions of
WBV and resources available to address this problem.

Conclusions
In light of recent evidence documenting that both non-

clinical and treatment-seeking youth experience pervasive
WBV,34,35 the present study indicates that parents, too,
have substantial concerns about WBV and its health con-
sequences for youth. This has important implications for
both educators in schools and clinical intervention and
treatment by health providers, who can play a valuable role
in helping families by looking for signs of teasing and

bullying in youth, identifying psychological distress that
may be related to WBV, and talking to parents about their
concerns of WBV and ways to provide support to help their
child adaptively cope with WBV. Though these efforts
seem particularly warranted for parents of youth who are
overweight or obese, the present findings suggest that
WBV is a common concern among parents even if their
child is not struggling with weight and is, potentially, a
broader problem for youth. Thus, it may be important for
increased awareness of WBV to promote efforts to identify
these experiences among youth and associated concerns
among parents, regardless of their body size.
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